Introduction {#s1}
============

Rotavirus is a major cause of severe diarrhoea worldwide causing in excess of 2 million hospitalisations per annum in under-5-y-old children \[[@pmed-0050153-b001]\], and group A rotavirus (GARV) is responsible for the vast majority of this disease \[[@pmed-0050153-b002]\]. In terms of both morbidity and mortality, the greatest burden of GARV diarrhoea falls on young children living in less-developed countries \[[@pmed-0050153-b001],[@pmed-0050153-b003]\], with Africa only second behind the Indian subcontinent in suffering the major disease impact \[[@pmed-0050153-b001]\]. Two vaccines directed against this virus have been shown to be safe and highly effective \[[@pmed-0050153-b004],[@pmed-0050153-b005]\], and trials of effectiveness are now in progress in sub-Saharan Africa. Evidence-based decisions regarding the wide-scale use of rotavirus vaccine intervention will benefit from accurate baseline estimates of the incidence and clinical characteristics of GARV in representative target populations \[[@pmed-0050153-b006],[@pmed-0050153-b007]\].

Considerable effort has been expended in defining the burden of GARV-associated diarrhoeal disease burden in Africa. A recent review of data from 14 countries within the region reported a median prevalence of GARV in children admitted to hospitals with diarrhoea of 24% (range 13%--55%), 81% in children \< 12 mo of age \[[@pmed-0050153-b008]\]. In Kenya, GARV has been identified in 14%--39% of hospital diarrhoea cases \[[@pmed-0050153-b009]--[@pmed-0050153-b011]\]. More recently rotavirus surveillance has intensified through the support of the African Rotavirus Network \[[@pmed-0050153-b012]\] and Rotavirus Vaccine Program \[[@pmed-0050153-b013]\]. Nevertheless, there is a remarkable paucity of data on GARV incidence where the population from which the patients arise is demographically well defined. Furthermore, the clinical spectrum of GARV presentations is not well characterised. Accurate incidence estimation and clear case definitions are vital components for the evaluation of vaccine trial planning and programme evaluation. The objectives of this study were to define these components among paediatric inpatients in Kilifi.

Methods {#s2}
=======

Study Location and Population {#s2a}
-----------------------------

The study was conducted at Kilifi District Hospital (KDH) in a rural area on the coast of Kenya. The population of Kilifi District are predominantly subsistence farmers of the Mgiriama tribe. Malaria transmission occurs in this area throughout the year, with peaks in November--January and May--August following seasonal rains. The paediatric wards at KDH include a 36-bed general ward and a six-bed high-dependency unit, which together admit over 5,000 children each year. A standardized clinical history, examination, and routine set of investigations (haematology, malaria parasite microscopy, and blood culture) are conducted on all admitted children \[[@pmed-0050153-b014]--[@pmed-0050153-b017]\] and the data entered directly into a computer database. Further investigations, including blood gas and biochemical analysis, are undertaken at the discretion of the admitting clinician and dependent on the needs of research studies in progress.

Since 2000 a demographic surveillance system (DSS) has followed a population of approximately 220,000 individuals residing in the area close to KDH \[[@pmed-0050153-b018]\]. The DSS area encompasses 891 km^2^ and includes 15 administrative locations, which are further divided into 40 sublocations ([Figure 1](#pmed-0050153-g001){ref-type="fig"}). This area included the residences of 80% of children admitted to KDH in the period 1998--2000. Every household was mapped and censused in 2000--2001 and was re-enumerated at subsequent visits; in total there have been ten enumeration rounds to-date, six occurring during the present 3 y study. A resident was defined as an individual who lives (sleeps more than 50% of nights) in the identified homestead or who intends to live there for a period of ≥ 3 mo and has already spent at least one night there. Births, deaths, and in- and out-migration events are recorded at re-enumeration visits; births and deaths among children are also recorded at the maternity department, vaccine clinic, and wards of KDH. All sources of demographic data are uploaded within 48 h to an integrated database system. From 16 April 2002 we have attempted to match each child admitted to KDH paediatric ward to the register of DSS residents to create accurate correspondence between numerator and denominator data for incidence estimates.

![Map of Kilifi Demographic Surveillance System (DSS), Showing the Under-5-Year-Old Incidence (Per 100,000 Per Year) by Sublocation of GARV-Positive Diarrhoea Admissions to Kilifi District Hospital (H), 2002--2004\
Sublocation data was pooled with nearest neighbour data where diarrhoea admissions in children under 5 y was less than 20 cases over the period of surveillance. (Using DSS data from [Figure 2](#pmed-0050153-g002){ref-type="fig"} of reference \[[@pmed-0050153-b034]\].)](pmed.0050153.g001){#pmed-0050153-g001}

![Flow Diagram Summarising Case and Control Sampling from Childhood Admissions to Kilifi District Hospital, 2002--2004\
Percentages within a box refer to the proportion sampled from the preceding box, except where describing the breakdown of reasons why stools were not collected (entitled "No stool"). "Time limit" indicates children who ceased to be eligible because they failed to provide a stool sample within 24 hours of admission. Absence of laboratory results for stool samples collected (\*) was due to insufficient sample or mismatch of laboratory and admission numbers. In total 1,257 children with diarrhoea were not tested (NT) for GARV.](pmed.0050153.g002){#pmed-0050153-g002}

Rotavirus Surveillance {#s2b}
----------------------

All children aged \< 13 y admitted to the wards of KDH with a history of diarrhoea between 01 January 2002 and 31 December 2004 were eligible for inclusion in the study. These children are termed "cases." Diarrhoea was defined as passing three or more loose stools during the preceding 24 h. To estimate the prevalence of GARV infection in the absence of diarrhoeal disease we studied a group of children who were admitted to the ward but who did not have a history of diarrhoea; these patients are termed "controls" in the study. Controls were contemporaneous to cases, randomly selected in a ratio of one control to each three cases of diarrhoea, with frequency matching to diarrhoea cases by age class. Stool samples were collected as soon as possible after completion of the recruitment process. To prevent possible confusion from nosocomial transmission, diarrhoea cases and nondiarrhoea controls became ineligible for recruitment 24 h after admission.

HIV diagnostic counselling and testing were not established in the wards at the time of this study and approval was not sought to determine the HIV status of the study patients. Written informed consent was obtained from the parent or caretaker of each participant. Ethical approval was granted for the study by the Kenyan National Research Ethical Committee and by the Coventry Research Ethics Committee, UK.

Laboratory Analysis {#s2c}
-------------------

Stool samples were stored at −80 °C until shipment on dry ice for screening at the MRC Diarrhoeal Pathogens Research Unit, South Africa. GARV antigen testing was conducted using an enzyme immunoassay (IDEIA Rotavirus, DakoCytomation) according to the manufacturers instructions. GARV-positive samples from controls were tested for viral genome pattern by PAGE as described previously \[[@pmed-0050153-b019]\].

Data Analysis {#s2d}
-------------

Analyses were performed by use of STATA v8.2 (StataCorp). Incidence was defined as the number, among residents, of cases per 100,000 person-years of observation within age and location strata, with Poisson-based 95% confidence intervals (CIs). Person-years of observation were defined as the midstudy resident population multiplied by the number of years of linked surveillance (2.71 y, i.e., 16 April 2002 to 31 December 2004). The resident population of the DSS at the midpoint of the study (24 August 2003) was interpolated from the linear equation determined by regressing population size (log~10~) for all ten enumeration rounds against the mid-date of each round. The midstudy population size for a sublocation was estimated as the midpoint resident population weighted by the fraction of individuals within that sublocation at the enumeration round with mid-date 30 May 2003. A sublocation was defined as near to the district hospital if part of its boundary fell within a circle of 5 km radius with KDH at its centre. The population of resident under-5-y-olds within this area represented 42% of the total in the DSS, and accounted for 43% of all resident diarrhoea admissions. Among patients with diarrhoea we examined the association between rotavirus infection and a range of clinical signs and symptoms, and coexisting illnesses. We defined severe malnutrition using a combination of mid-upper arm circumference (MUAC), visible severe wasting, and bipedal oedema \[[@pmed-0050153-b020]\]. The diagnosis of severe pneumonia, very severe pneumonia, and shock followed modified WHO definitions \[[@pmed-0050153-b021],[@pmed-0050153-b022]\]. Further categorisations on the basis of clinical and laboratory findings were as described previously \[[@pmed-0050153-b023],[@pmed-0050153-b024]\]. Proportions were compared using the Fisher exact test (two-tailed) with exact 95% CIs and equality of distributions evaluated using the Wilcoxon rank-sum test. Adjusted odds ratios (ORs) were determined using logistic regression.

Results {#s3}
=======

Over the 3-y period 15,347 children aged \< 13 y of age were admitted to KDH. There were 3,296 diarrhoea cases with a median age of 13 mo (interquartile range \[IQR\] 8--23 mo); 1,397 (42%) were female. For 35% (1,145) of cases a stool sample was not collected, for the reasons detailed in [Figure 2](#pmed-0050153-g002){ref-type="fig"}, with the most important being a failure to provide a sample within the 24 h time limit postadmission. Relative to those who did provide a stool specimen, those who did not were more likely to be admitted directly to the high-dependency ward (15% versus 4%, *p* \< 0.001) and to die before discharge (13% versus 7%, *p* \< 0.001). One hundred twelve diarrhoea cases who provided a stool sample had no GARV test results. An analysis of the possible bias upon rotavirus incidence and severity characteristics from omission of the 1,257 eligible cases who were not GARV tested, provided evidence that the influence was not substantial (see [Table S1](#pmed-0050153-st001){ref-type="supplementary-material"} and [Text S1](#pmed-0050153-sd001){ref-type="supplementary-material"}). There were 12,051 patients admitted without diarrhoea, of whom 1,067 were selected as controls. The median age of the control group was 11 mo (IQR 4--22 mo); 455 (43%) were female. Reasons for failure to collect a stool sample from controls were in similar proportions to cases ([Figure 2](#pmed-0050153-g002){ref-type="fig"}). The severity differential in sampled and nonsampled controls was also similar to that of cases. Among children tested for GARV antigen in the diarrhoea and control groups, the age (median 12.5 versus 12.2 mo, *p* = 0.219) and sex (proportion female 43% versus 42%, *p* = 0.926) distributions were very similar.

GARV-Associated Diarrhoea: Seasonality and Age Distribution {#s3a}
-----------------------------------------------------------

Twenty-nine percent (588/2,039) of stool samples tested positive for GARV antigen ([Table 1](#pmed-0050153-t001){ref-type="table"}). This proportion did not vary significantly by calendar year (*p* = 0.686) or by sex (*p* = 0.199). Variation in the monthly GARV-positive cases mirrored approximately the pattern of diarrhoea admissions but had no clear seasonal pattern or obvious association with weather indicators (see [Figure S1](#pmed-0050153-sg001){ref-type="supplementary-material"}). Of all diarrhoea cases 83% were aged 3--17 mo ([Table 2](#pmed-0050153-t002){ref-type="table"}) and the proportion of cases GARV positive was higher in this age group (37%) than among other children (14%). While 19% of cases under 3 mo old were GARV positive, only 3% of all GARV positives were found in this age group.

###### 

The Incidence (Per 100,000 Per Year) of Severe Diarrhoea and GARV-Positive Severe Diarrhoea Estimated from Surveillance of Admissions to Kilifi District Hospital, Kenya 2002--2004

![](pmed.0050153.t001)

###### 

Age Distribution of Paediatric Cases of Diarrhoea Tested for GARV and Those Found GARV-Positive from Admissions to KDH, Kenya between 01 January 2002 and 31 December 2004

![](pmed.0050153.t002)

GARV in Children Admitted without Diarrhoea {#s3b}
-------------------------------------------

Of the 620 control specimens, 19 (3.1%; 95% CI 1.9%--4.7%) tested positive for GARV. This proportion did not vary by calendar year or by sex. PAGE analysis identified GARV RNA in 14 (74%) of the 19 positives. A review of the clinical records confirmed that none of the GARV-positive controls gave a history of diarrhoea in the week prior to admission.

The Community Burden of GARV-Associated Diarrhoea {#s3c}
-------------------------------------------------

The incidence rates for admission to KDH with diarrhoea and with GARV-associated diarrhoea are shown in [Table 1](#pmed-0050153-t001){ref-type="table"}. We assume to be negligible the proportion of GARV-positive children whose diarrhoea was not the result of rotavirus infection, and as a consequence make no adjustment to these incidence figures to account for potential false-positive results. Incidence estimates assume that the proportion GARV positive in cases tested applies to all diarrhoea admissions whether or not tested. For children under 5 y of age, the incidence (per 100,000 per annum) of GARV-positive diarrhoea admissions was estimated at 478. For comparison, during the same period the incidence rates for admissions of under-5-y-olds with severe or very severe pneumonia, bacteraemia, or a final diagnosis that included malaria were 2,125, 325, and 2,639, respectively. Variation between sublocations of the DSS in the incidence of GARV-positive diarrhoea for children under 5 y is shown in [Figure 1](#pmed-0050153-g001){ref-type="fig"}. For residents living near KDH the annual incidence of GARV-positive diarrhoea admissions in children \< 5 y was estimated at 839 (95% CI 779--901) as opposed to 354 (95% CI 332--377) for residents from further away.

Severity of Diarrhoea and Concurrent Illness by Rotavirus Status {#s3d}
----------------------------------------------------------------

The clinical and laboratory features of GARV-positive and GARV-negative cases are compared in [Table 3](#pmed-0050153-t003){ref-type="table"}. Relative to GARV-negative cases, GARV-positive children presented with acute nonbloody diarrhoea or vomiting more frequently, and had a higher prevalence of life-threatening complications at admission including severe dehydration (sunken eyes), deep breathing (a correlate of metabolic acidosis), and severely perturbed biochemical parameters (hypernatraemia, hypokalaemia, severe metabolic acidosis, or elevated creatinine, but not hyponatraemia), all of which require prompt intravenous correction. Compared to the GARV-negative cases, GARV-positive children had a lower prevalence of concomitant illnesses including clinical pneumonia, malnutrition, and laboratory-confirmed malaria or bacterial infection ([Table 3](#pmed-0050153-t003){ref-type="table"}). The median age of GARV-positive cases (10 mo, IQR 7--15 mo) was significantly lower than that of GARV-negative cases (14 mo, IQR 9--25 mo) (*p* \< 0.001). ORs for each feature, adjusted for potential confounding by age, retain the pattern described above ([Table 3](#pmed-0050153-t003){ref-type="table"}). The effect on this analysis of adjusting for distance from KDH (near versus far) was negligible and is not included.

###### 

Clinical, Laboratory, and Outcome Characteristics, Stratified by GARV Status, in Paediatric Diarrhoea Admissions to Kilifi District Hospital, Kenya 2002 to 2004

![](pmed.0050153.t003)

Bacterial pathogens were isolated from the blood of 13/588 (2%) GARV-positive cases and 96/1451 (6.6%) GARV-negative cases ([Table 3](#pmed-0050153-t003){ref-type="table"}). Isolates from GARV-positive patients included group A β-haemolytic streptococci (2), Staphylococcus aureus (1), Acinetobacter sp. (5), Pseudomonas sp. (2), Klebsiella sp. (2), and Salmonella sp. (1). Those from GARV-negative cases included Streptococcus pneumoniae (22), Escherischia coli (21), and Salmonella sp. (21), the remainder comprising group A β-haemolytic streptococci (9), Haemophilus influenzae (7), Acinetobacter sp. (6), S. aureus (5), Pseudomonas sp. (4), Campylobacter sp. (2), Klebsiella sp. (1), Shigella sp. (1) and a gram-negative coccus (1). In four GARV-negative cases two species were coinfecting.

Mortality and Duration of Hospital Inpatient Stay by GARV Status {#s3e}
----------------------------------------------------------------

The proportion of GARV-positive cases remaining in hospital for more than 12 d (3%) was significantly lower than that in GARV-negatives (16%) ([Table 3](#pmed-0050153-t003){ref-type="table"}). Mean durations of hospital stay were 5.2 d and 7.5 d, respectively. In-hospital mortality in GARV-positive cases was 2%, significantly lower than in GARV-negative cases (9%) ([Table 3](#pmed-0050153-t003){ref-type="table"}). Relative to GARV-negatives, the age-adjusted OR of death in GARV-positives was 0.21 (95% CI 0.11--0.41; *p* \< 0.001). The differential in mortality is primarily attributable to the high prevalence of severe malnutrition amongst the GARV-negative group compared to GARV-positives (37% versus 14%, *p* \< 0.001, [Table 3](#pmed-0050153-t003){ref-type="table"}), and concomitant higher case fatality in the GARV-negative, compared to GARV-positive, malnourished children (21% versus 6%, *p* = 0.001). Further analyses of factors associated with in-hospital mortality in diarrhoea cases are presented in [Table S2](#pmed-0050153-st002){ref-type="supplementary-material"} and [Text S2](#pmed-0050153-sd002){ref-type="supplementary-material"}.

Four of the GARV-positive children with diarrhoea who died had malnutrition and one had a lower respiratory tract infection. The mean annual number of in-hospital deaths among resident diarrhoea cases under 5 y old was 48, of which 3.6% were GARV positive. Similarly, the annual number of deaths in resident infant diarrhoea cases was 18, of which 4.9% were GARV positive. These data yield estimated rates (per 100,000 per year) of hospital deaths attributable to diarrhoea of 120 (95% CI 100--143) in children under 5 y, and 228 (168--301) in infants, and corresponding estimates of hospital deaths attributable to GARV-positive diarrhoea of 5 (2--11) and 9 (1--34), respectively (note that these are based on small numbers of deaths).

Discussion {#s4}
==========

In our study, conducted in a rural district hospital in Kenya over a 3-y period, GARV was identified in 29% of children admitted with diarrhoea. The prevalence was highest in the youngest children: 38% in those \< 1 y of age and 30% in under-5-y-olds. We estimated the annual incidence (per 100,000 population) of GARV-associated hospitalisations with acute severe diarrhoea at 1,275--1,600 in children under 1 y of age, 437--521 in children under 5 y, and 187--223 in those under 13 y, similar figures to those reported in industrialised nations with greater access to health care and diagnostic facilities \[[@pmed-0050153-b001]\]. Our data suggest that in the area served by our hospital, over 1% of infants are hospitalised with severe GARV-associated diarrhoea each year. By 5 y of age, over 2% of children will have been hospitalised with GARV diarrhoea ([Table 1](#pmed-0050153-t001){ref-type="table"}); by extrapolation, therefore, given the under-5-y population of Kenya (5.98 million in 2005 \[[@pmed-0050153-b025]\]), in the nation as a whole an effective rotavirus vaccine could prevent in excess of 28,000 hospital admissions in this age group every year. Our incidence estimates include only the children who present to hospital with diarrhoea; the under-ascertainment implicit in this method is reflected by the fact that the estimated incidence was over 70% higher for the population immediately served by KDH than for the DSS as a whole. It is likely that our current study represents a conservative estimate of the true burden of rotavirus disease.

External validity of these data is an important consideration in making extrapolations. KDH paediatric care is unusually well resourced for a Kenyan district hospital. However, apart from mortality and in-patient stay, the characteristics of the study participants (detailed in [Table 3](#pmed-0050153-t003){ref-type="table"}) are determined at admission, and uninfluenced by in-patient management. Furthermore, there is no evidence that local knowledge of the high quality care at KDH influences admission rates. At the time of this study demographic and health indicators for Kilifi District were not dissimilar to much of Kenya \[[@pmed-0050153-b026]\].

Only a small proportion (3%) of children without diarrhoea (controls) were found to be GARV positive. This provides assurance that the vast majority of the observed GARV-associated severe diarrhoea is potentially GARV-vaccine preventable. Few studies have investigated the prevalence of rotavirus shedding in the absence of disease \[[@pmed-0050153-b027]\], and yet asymptomatic rotavirus infection \[[@pmed-0050153-b027]--[@pmed-0050153-b029]\] and prolonged excretion have both been reported in children \[[@pmed-0050153-b027],[@pmed-0050153-b030],[@pmed-0050153-b031]\], in particular in neonates. It is of interest that five of 19 positive controls in this study were less than 2 wk old, because subclinical infection and associated prolonged virus shedding, particularly within young infants, may play an important role in the spread of GARV infection. Consistent with previous studies \[[@pmed-0050153-b008]\] we found that the major burden (85%) of GARV diarrhoea fell on children under 18 mo of age, and over 60% of cases were in infants. Of importance to the delivery of a vaccine within the current immunization schedule, the proportion of cases in children under 3 mo old was only 3% and in those under 6 mo was 18%.

From the clinical perspective, we found that relative to GARV-negative cases, the GARV-positive children with diarrhoea were more ill on admission, but their clinical signs and symptoms were mainly reflections of fluid loss and electrolyte imbalance and, therefore, readily corrected with the good supportive care available at this hospital. The GARV-negative children admitted with diarrhoea were less acutely unwell at admission but had a higher incidence of coexisting illnesses, such as malnutrition, that were less readily treated and consequently had worse outcomes. Compared with early work in the US \[[@pmed-0050153-b032]\] we identify a similar clinical picture of higher prevalence of dehydration and vomiting, and short in-hospital stay, in rotavirus-infected relative to uninfected children, with similar age distribution of children with GARV infection but of lower prevalence. However, our findings of a marked differential in the degree of acidosis and electrolyte imbalance between the two groups were not previously identified. While we consider it unlikely that there was a substantial systematic bias in the distribution of severity characteristics ([Table 3](#pmed-0050153-t003){ref-type="table"}) attributable to the group of diarrhoea patients admitted who were not tested for GARV, or to patterns of admission related to distance, these are uncertainties that urge caution in the interpretation of the data.

A limitation with the present study is the bias inevitable with hospital-based surveillance in estimating community incidence of GARV severe diarrhoea and associated mortality. Such estimates are rooted in parental interpretation of what constitutes disease severe enough to warrant hospital attendance. Clearly, this will be linked to factors related to health care utilisation such as ease of access. Possible distortion of the distribution of severity in relation to distance, for example, resulting from children arriving from greater distances representing the more severe cases within their home areas, could lead to overestimation of GARV-positive diarrhoea severity relative to GARV-negative diarrhoea. A further limitation results from the failure to test around one-third of eligible children, and although its effect on the profile of GARV severe disease presented must be considered uncertain, we present some evidence that suggests it is not substantial.

Despite its importance in defining the need for rotavirus vaccines, data on GARV-associated mortality from developing countries are limited \[[@pmed-0050153-b033]\]. The low mortality reported for cases in the current study may well reflect the fact that these children were ostensibly healthy individuals, and the acute life-threatening metabolic derangements we commonly recorded were readily reversed in the well-functioning setting of KDH. In the majority of African hospitals, which do not provide immediate fluid and electrolyte resuscitation, it seems likely that mortality from GARV would be very much higher.
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###### GARV-Positive Diarrhoea Admissions to Kilifi District Hospital, Kenya, 2002--2004

Shown are monthly cases of diarrhoea (solid line), tests for GARV (dashed line), and GARV-positives (filled area), with corresponding mean daily rainfall (bars), maximum temperature (°C) (open diamonds), and relative humidity (closed triangles). Climate data was obtained from the national meteorological station Kilifi Institute of Agriculture, Kilifi, Kenya.
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Click here for additional data file.

###### Characteristics of Patients with Diarrhoea Who Were Tested or Not Tested (NT) for GARV, for Children with a Final Diagnosis That Includes Gastroenteritis (GE) at Kilifi District Hospital, Kenya, 2002--2004
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Click here for additional data file.

###### Fatality Proportions in Paediatric Diarrhoea Admissions to Kilifi District Hospital, Kenya, with or without a Range of Clinical and Biochemical Features
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Click here for additional data file.

###### Implications of the Failure to Collect and Test a Proportion of Diarrhoea Cases
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Click here for additional data file.

###### Indicators of High Risk of In-Hospital Mortality in Diarrhoea Cases

(26 KB DOC)
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Click here for additional data file.
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